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7''' 

..+ ' STATE PLAN UNDER TITLE XIX OF THE SOCIALSECURITY ACT 

COST-SHARING FOR THE CATEGORICALLY NEEDY AND QUALIFIED MEDICARE 
BENEFICIARIES 

Senrice Amount ofcopayment 
. .  

chiropracticOffice Visits ...............................................$1 pervisit 
O PDental Services ................................................ 011,1,1,.,,.$3per specified service 

Drugs .................... ........................................... 1111.1,..,1...$2per prescription
Eyeglasses ....................................................................$2 per dispensing fee 
Hearing aids ............................................................ ,..,,,$3per dispensing fee 
Mental H e m  and chemical 
Dependency Services ................................................... $2 per specified service 
Occupational Therapy (non-hospital based) .................$1 per specified service 
OptometricOftice visits .....................................................$3pervisit

per visit 
Outpatlenthospital Sewices ...................................... 
PhysicalTherapy (non-hospitalbased) ........,.,,.l..l..,....$lp e r  specified service 
Physicians (M.D.'s and D,O,'s)
OfficeVisits ................................................................... $2 per visit 

cc' (Excluding Primary Care Physicians -
Family Practice, General Practice, 
Pediatricians, Internists, qnd
physician extenders{including
physicianassistants. numa 
practitioners and nurse midwives)
providing primary care services)

Podiatrists Services ..................................................... .$l
per visit 
Speech Therapy (non-hospital based). ...........,,1,,.,111,$2per specified sawice 

As a basis for determining copayment amount, the standard copayment amount is determined 
by applying the maximum copayment amounts specified in 42 CFR 447,54(a)(3) to the agency's 
average or typical payment forthatservice. 

The copayment is collected by the provider at the time the service is provided. If the client is unable 
to pay the copayment when the service is provided, the providermay bill the client forthe amount of 
the copayment 

An individualwho is unabletopay the copayment isidentified by selfdeclarationto the provider. 

4 
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STATE PLAN UNDERTITLE XIX OF THE SOCIAL SECURITY ACT 

StateNebraska 

COST-SHARING FORTHE MEDICALLY NEEDY AND OTHER OPTIONAL GROUPS 

Effective January 1, 1995, the Nebraska Medical Assistance Program established the following 
schedule of copayments: 

Amount Service of copayment 

Chiropractic Office Visits ................................................... $1 per visit 

Dental Services................................................................. $3 per specified service 

Drugs ................................................................................ $2 per prescription 

Eyeglasses........................................................................ $2 per dispensing fee 

Hearing Aids..................................................................... $3 per dispensingfee 

Mental Health and Chemical Dependency Services.......... $2 per specified service 

Occupational Therapy (non-hospital based)...................... 
Optometric Office Visits..................................................... 
Outpatient Hospital Services ............................................. 
Physical Therapy (non-hospital based)............................. 
Physicians (M.D.'s and D.O.3) Office Visits ...................... 
(Excluding Primary Care Physicians-
Family Practice, General Practice, Pediatricians, 
Internists, and physician extenders {including 
physician assistants, nurse practitioners and 
nurse midwives} providing primary care services) 
Podiatrists Services........................................................... 
Speech Therapy (non-hospital based)............................... 

$1 per specified service 

$2 per visit 

$3 per visit 

$1 per specified service 

$2 per visit 


$1 per visit 

$2 per specified service 


As a basisfordeterminingthecopaymentamount, the standardcopaymentamount is 
determined by applying the maximum copayment amounts specified in 42 CFR 447.54(a)(3) to 
the agency's averageor typical payment for that service. 

The copayment is collected by the provider at the time the service is provided. If the client is 
unable to pay the copayment when the service is provided, the provider may bill the client for 
the amount of the copayment. 

An individual whois unable to pay the copaymentis identified by self-declarationto the provider. 
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